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Editorial 


ie) PEOPLE of college age have patterns of illness which have differ- 


ent, but just as characteristic, groups of symptoms and signs as medi- 
§ cal disorders occurring in other age groups. Illness and injury, major 
Sand minor, occur with almost predictable rates among students. The 
| diagnosis and treatment of these ailments test the clinical skill of 
physicians who practice in the health services of colleges and univer- 
sities, Better communication between these physicians and their col- 
§ leagues in other institutions could aid greatly in the dissemination 
of information of mutual interest and thereby help improve the qual- 
Hity of student medicine. We believe that this publication, Student 
= Medicine, without detracting from or competing in any way with 
existing medical journals, can contribute partial fulfillment of the 
§ long-standing need for exchange of ideas and that it will stimulate 
§ discussion and re-evaluation of such policies as now dominate the 
| practice of student medicine. 

In addition to the specific physical ills which people of student age 
are prone to develop, there are powerful emotional influences at work 
on the health of these young people which often affect academic ac- 
complishment. It is in this area that workers in the field of student 
§ medicine have been slow to interpret the true meaning of the large 
number of student visits to campus medical clinics for seemingly triv- 
ial complaints. The unconscious need of students for individual 
understanding and support is expressed in various symptoms and 
complaints which bring these patients to the clinic with the hope— 
often not recognized as such—for sympathetic understanding of 
themselves. 
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This fact makes it possible for a physician to make a notable con-- 
tribution to an educational program. Often, however, his training | 
and background have been so preponderately scientific that he fails | 
to take advantage of the educational opportunity. Here the need for | 
special training for otherwise qualified physicians who would make 


a career of student medicine comes into focus. This need undoubt- 


edly accounts for the current interest in mental hygiene orientation — 


for those physicians who are preparing themselves to practice student 


medicine. Such emphasis appezred as the theme of the 1952 meet- {space wil 


ing of the American College Health Association, where this type of | 


and directors. It seems appropriate, therefore, in initiating this new 
publication to direct attention, not only to the historical develop- 
ment of college health services, but to a study of the development of 
Editor, § 

Dr. Boynton gives a concise account of how student medicine 
began and points to the change in emphasis during the last century. — 
By now, the responsibilities have become largely clinical. In the 


the emotional attitudes of students as well. 


article written especially for this introductory issue, Dr. Boynton 
makes a strong recommendation for adequate training for student 
medical physicians. She states, “The health service physician of today 
must be, first, well trained in clinical medicine and in addition must 


have an opportunity, either within the college or university or 


through outside contacts to keep abreast of the rapid advances in the 


medical sciences. He must be one also who has a wide knowledge - 
and understanding of the growth and development of the young 
adult, both physical and emotional, and one who has a very real - 


interest in the health problems of students.” Dr. Darling, in his 


article, takes us along that part of life’s highway which many | 


of us have forgotten we once traveled. There can be many accidents 


along this route with a high incidence of crippled or undeveloped — 


emotional maturity. 
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At Cornell there has been constant probing for better or more — 
effective ways to assist students with their medical problems. One © 
such study by the medical staff resulted in a more satisfactory way — 


to treat upper respiratory infections. The account in this issue, writ- 


ten by the person commissioned to investigate therapeutic procedures, | 
is an example of our desire to tell others about methods which time 
and use have proved sound and helpful. The evolution of thinking © 
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+ described in this article required as a prerequisite the belief that some 
)therapeutic medical procedures could be performed by other person- 
‘nel than physicians, a concept long familiar to medical divisions of 
the armed services. 


Because of this desire to work for improvement in communications 


among workers in the field of student health, and thereby to improve 
‘the quality of student medicine generally, we invite comment by 
Jreaders of Student Medicine. In each succeeding issue of this journal, 
‘space will be reserved for printing those letters to the editor which 
are pertinent to the subjects discussed and for editorial comment on 
‘these communications, Perhaps regular departments, specializing in 


certain areas of student medicine, will evolve. In any event, it seems 


‘certain that the readers of this journal will have a strong voice in its 


future policy through their communications addressed: To the 


‘Editor, Student Medicine, Cornell University, Ithaca, New York. 
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The Development of 
Student Health Services 


RUTH E. BOYNTON, M.D., UNIVERSITY OF MINNESOTA 


ALMOST three hundred years ago John Locke, philosopher and 
physician, in an essay on “Some Thoughts Concerning Education” 


said: “A sound mind in a sound body is a short but full description © 
from th 


of a happy state in this world. He that has these has little more to 


wish for; and he that wants either of them will be but little the better — 
educatic 
"years 


for anything else.” This simple statement, though three hundred 
years old, expresses very well the philosophy underlying the health 
programs in American universities and colleges. 

The total number of young people in colleges and universities in 
America today is nearly two million. The late Dr. T. A. Storey more 
than twenty-five years ago said: “Among all the subtle forces that 
mold public opinion and direct its attitude, the most powerful in its pos- 
sibilities resides in that small group of men and women made up of 
these citizens who have received a college education and have learned 
how to use it. These one-time students and graduates constitute a 


significant major portion of the better educated parents, the more — 
destroyi 


competent teachers, the faculties of universities, professional, literary 
and business men and women, the clergy, and the men and women 
who become political leaders or leaders of public thought and action 
along other lines.” The university graduate, as a member of a special 


group in which society has invested heavily, should become a leader — 


of thought, not only in his own specialized field, but also in those 


concepts by which family and community health may be conserved. — 
ries to ¢ 


As one might expect, young people of college age, who are in the 


prime of life, are relatively free from physical impairments and — 
health handicaps. However, those of us who have been associated — 
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THE DEVELOPMENT OF STUDENT HEALTH SERVICES 


with college students know that college life presents its own particu- 
lar health problems, “The student in college must find methods of 
overcoming or of compensating for educational and medical short- 
“comings in childhood and must also face health situations different 
‘from those previously experienced. He must learn what to do in 
event of acute illness when away from parents or family physician, 

S ‘where to seek competent medical care and how to discriminate in 
matters of diet, activity, rest and other principles of healthful living. 
~ He must find sound sources of medical information and must learn 
~ how to use this counsel in the solution of his own physical and emo- 
tional problems.”* 

_ Today most college administrators have accepted the responsibil- 

and ity for aiding students in solving their health problems. The idea of | 

on” (the obligation of a college for the health of its students is not new, - 

‘ion although the present college health program has changed materially : 

> to from the earliest ones of which we have a record. 

tter As early as 1825 Harvard introduced methods of mass physical 

red education from Germany and Scandinavia. Within the next few 

ith | years Dartmouth, Williams, Yale, and Amherst had instituted gym- 

nastic programs, and by 1860 gymnasiums and gymnastic equipment 

were common in most colleges. Required physical exercise was con- 

sidered the best means of improving the student’s health. Amherst 

College is credited with the first department of physical education 

and hygiene headed by a physician. In 1856 in his report to the 

‘trustees of the college, President Stearns of Amherst said: ‘The 

breaking down of the health of the student, especially in the spring 

of the year, which is exceedingly common, involving the necessity of 

leaving college in many instances and crippling the energies and 

destroying the prospect of not a few who remain, is in my opinion 

very unnecessary if proper measures could be taken to prevent it.” 

+ It soon became the practice to require physical examinations in many 

‘institutions, and great emphasis was placed upon anthropometric 

measurements in line with the belief that physical measurements 

were the best index of the health of an individual. 

_ During this earlier period many colleges also established infirma- 

‘ries to care for sick students, although no attempt was made, ap- 


\ 1HLS. Diehl and C. E. Shepard, The Health of College Students (Washing- 
‘ed — ton, D.C.: American Council on Education, 1939). 
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parently, to provide any extensive medical care, but rather a place 
where some nursing service could be given. 
In the early part of the twentieth century, prior to the First | 


World War, the development of modern public health methods af- — 


fected the college health program. This has been called the sanita- 
tion era in the development of :college health work. Emphasis was — 


placed on the control of communicable diseases and the improve- — 


ment of sanitary conditions on the campus. Responsibility in general 
was given to faculty committees. Although many of these faculty 
committees worked conscientiously to promote activities for protect- 


ing the health of students, it was soon evident to college administra- 
tors that it was necessary to employ physicians to supervise the © 
health program, and we find, following the First World War, more — 
and more physicians being employed by colleges and universities in © 


this capacity. 
Undoubtedly the finding of a number of physically defective 


lated further the interest of colleges in setting up medical programs 
to prevent and correct physical handicaps which might interfere 
with the academic achievement of the student. It is really since 1918, — 
therefore, that the college health service has gradually given its _ 
major attention to the physical and emotional health problems of | 
the individual student. During recent years the trend has been to 
provide an increasing amount of medical service of a high order, © 
with the belief that the easy accessibility of medical care for minor — 
ailments will prevent more serious illnesses and thus save loss of 

time from academic work. The educational opportunities for in- 


formal health counseling in the well-run student health clinic are 
also more fully recognized and utilized by the college physician. 
This increased emphasis on clinical care has brought into focus | 
an important field in medical practice and the need for physicians 
especially qualified to deal with the health problems of young adults. | 
The health service physician of today must be, first, well trained in — 
clinical medicine and in addition must have an opportunity, either | 
within the college or university or through outside contacts, to keep - 
abreast of the rapid advances in the medical sciences. He must: be 
one, also, who has a wide knowledge and understanding of the 
growth and development of the young adult, both physical and emo- 
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THE DEVELOPMENT OF STUDENT HEALTH SERVICES 


tional, and one who has a very real interest in the health problems 
of students. 
The expansion of counseling and personnel services on most col- 


+ lege campuses has focused the attention of faculties and deans more 
) than ever before on the needs of the individual student. If the health 
’ service is to achieve its aim of aiding the student in establishing and 


‘ conserving health, there must be a close working relationship be- 
: tween the college physician and all other departments in the college 
) or university, The student’s scholastic and extra-curricular activities 
» may ve affected by his health or may be detrimental to good health. 
| The health service physician, therefore, must have some knowledge 


of the student’s academic program, his living conditions, and his 
” extra-curricular activities. Although medical records of students are 
confidential and cannot be made available to other departments of 
a university, this does not mean that certain conclusions of the phy- 
)sician regarding the health status of the student should not be avail- 
‘able to those in charge of a guidance program. The wise health 


service physician, without violating any professional confidence, can 


’ give an evaluation of the capabilities of a student as far as his phys- 
‘ical and emotional health is concerned which may be of great as- 


sistance to those responsible for academic and vocational counseling. 
An important field of medicine in which college health services 
have taken the lead is that of mental hygiene. More than twenty-five 


‘years ago some colleges provided psychiatric service as a part of the 


student health service. The relationship between physical and emo- 
tional health was known long before the term psychosomatic medi- 
cine became popular. In young people of college age emotional prob- | 
lems of greater or lesser severity are not uncommon, and today sonie 


} provision for mental hygiene consultation in the health service is 
J recognized as a necessary part of the service. Probably there is no 


field of medicine in the college age group in which better preventive 


- }medical work can be done than in the field of mental health. The chief 


}problem which confronts those schools outside of medical or large 
jurban centers is finding the personnel to provide the necessary men- 
‘tal hygiene counseling. This is a phase of college health work which 


requires teamwork of all members of the college staff—the deans, fac- 


julties, counselors, as well as college physicians and psychiatrists. 


In the future one should expect further changes in the college 
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STUDENT MEDICINE 


health program. The rapid advances in medical science, in the con- 
trol and prevention of disease, and in the expansion an4 growth of 
public health services have aroused widespread interest in individual 
health. Colleges and universities will continue to expand and ad- 


vance their services to use these advances and to give better medical — 


service to students. 
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Mental Hygiene 


for Adolescence 


CG. DOUGLAS DARLING, M.D., CORNELL UNIVERSITY 


THE key to the problem of mental hygiene in the adolescent is un- 
derstanding, understanding of the needs and drives of this particular 
life period, as well as understanding of ourselves and of our relation- 
ships to these young people. The ancient dictum of “know thyself” 
is still basic. Until a few years ago, however, this so-called self- 
knowledge was largely theoretical and philosophical. Much self- 
understanding came from mystical and superstitious generalizations. 
Only in the last four or five decades has there been any real scientific 
knowledge about personality formation. Until we had this psycho- 
logical data, it was naturally assumed that what was good enough 
for our fathers was good enough for us and for our children. We 
have reached a place in our psychological understanding of the per- 
sonality where we know that much of what our parents endured is 
not good for our offspring. Our goal is to develop personalities who 
are capable of self-direction and who are motivated by desires of 
high integrity. It we are to accomplish our goal, we must stop treat- 
ing our children in the good old traditional method and make our 
actions conform to the best of what we know about human develop- 
ment. 

Adolescence is one of the most significant periods in life’s span, 
and it extends roughly from age twelve, thirteen, or fourteen to age 
sixteen, seventeen, or eighteen. The general fundamentals of mental 
hygiene are applicable to all ages: childhood, young adulthood, ac- 
tive adulthood, later life, and old age. Each of these age groups, 
however, has particular needs. In childhood, for instance, there are 
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special skills needed in supervising infant feeding and toilet learn- © age gre 


ing. Adolescence is a time of rapid change within the self. It is also 7 jnevital 
a time when there are unusual pressures from within and from with- q adult n 
out. We are going to examine some of these special pressures in this } flicting 
paper. are the 
Dr. L. G. Lowrey coined a phrase that is most apt in this regard. |) taken ¢ 
He has called this age of adolescence the “not quite” age, “not 7 ment b 
quite” a child and yet “not quite” an adult, “somewhat” more sure |} have tl 
of himself but “not quite” sure." It is an age of rapid physical and | press b 
emotional transition where much is expected of oneself for oneself, 7} How tl 
as well as for parents, friends, and teachers. cent wi 
One aspect of the rapid growth is physical. Not only is there a |] people 
rapid increase in the over-all size, but this change is, for a period of Let 
time, disproportionate. Arms, legs, and feet are too big and too long, 4] CG. Ma 
leading to awkwardness. Such physical handicaps have their emo- 7] ruled b 
tional components, leading to a heightening of self-consciousness. 7] are we 
In this regard, the adolescent has need of firm reassurance and un- "} needs 1 
derstanding. Humorous “kidding” about his or her physical awk- |] time h 
wardness will inevitably lead to emotional suffering that may later 4% This cz 
turn into neurotic behavior. 7 often I 
Along with the rapid physical growth there comes further sexual 7 are ab 
maturation. Although this is only one phase of the adjustment of 4 family 
adolescence, it is one of the important ones. Secondary sexual char- | Jems, ’ 
acteristics develop, accompanied by internal emotional pressures. 7 one m 
Increased sexual awareness is the result. Learning to handle this is domin: 
no small task. The adolescent has a realistic need for complete in- 7 ¢limat 
formation about sexual matters. If he has had some sexual guidance % the re: 
in his earlier life, he is, of course, more prepared for these new sen- 4 family 
sations. There is often much worry and conflict over masturbation. cents. 
Ignorance of the true nature of these normal phases in sexual matur- To: 
ation may lead to guilt and loss of efficiency in intellectual work. cation: 
Not infrequently there is worry over homosexuality and its possible institu 
presence within the self. Much of this worry could be avoided if health 
there were proper sex education in early life as well as during the There 
adolescent years. We sh 
Before we examine some of the particular needs of the adolescent tant a 
1 Paper presented May 1949, American Psychiatric Association, Montreal, 2Qu 
Canada. Cornel! 


10 


se 


MENTAL HYGIENE FOR ADOLESCENCE 


age group, it might be wise to realize that some of these needs will 
inevitably conflict with the needs of those who are in authority, i.e., 
adult needs. The most common and important place for such con- 
flicting needs to be exposed is within the family group; other places 
are the school and the community. As an example: Bill, having 
taken driving lessons, may need to exercise his sense of accomplish- 


ment by showing how well he can handle the family car, only to 


have this tangle with his father’s needs, that is, father’s need to ex- 
press his sense of ownership and his “vast practical experience.” 
How those in authority in the family handle the needs of the adoles- 
cent will determine in large measure how good an adjustment young 
people will make. 

Let us look for a moment at the family. It is reported that Dr. 
C. MacFie Campbell said at one time, “A family is an autocracy 
ruled by its sickest member.” This situation needs investigation. We 
are well aware that the family circle is one where each member 
needs to express himself as a unique personality while at the same 
time he must give love and consideration to other family members. 
This calls for considerable maturity and poise on the part of all, and 
often parents are put to the test by their children long before they 
are able themselves to be as tolerant as they would like to be. The 
family in America is traditionally expected to solve everybody’s prob- 
lems. This omniscient function is neither possible nor realistic.. If 
one member is “sick” in Dr. Campbell’s terms—that is, if he is too 
dominating, too possessive, too bossy, too rigid—an unhealthy home 
climate is inevitable. The price of harmony is an “autocracy” where 
the resulting “peace” results from submission. In addition, this sick 
family climate may well cause neuroticism in children and adoles- 
cents, 

To remedy this situation, we must increase our efforts along edu- 
cational lines. Education in mental health is needed throughout our 
institutions—school, church, home, and public agencies. Public 
health agencies must contribute as well as citizen organizations. 
There is a need to improve human relations within the family circle. 
We should consider good manners within this circle to be as impor- 
tant as in other groups. The adolescent needs a voice in family af- 

2 Quoted by L. Kubie in Adaptation, ed. John Romano (Ithaca, N.Y.: 
Cornell University Press, 1949). 
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fairs. He needs to have a feeling of “belongingness,” especially to the | 
family because the family is probably the most important single 
conditioning force in the life of a growing personality. The family 
needs to be a democracy, and not the autocracy mentioned by Dr. 
Campbell. This can be attained only where the adult partners are 
able to love and respect one another. Only with this kind of parental 
maturity is the adolescent likely to find the “freedom to be himself” ' 
or to “aggress into his own.” | 

The adolescent craves and needs responsibility. This need is voiced 
sometimes (unconsciously, no doubt) in a crude and discourteous ~ 
manner. The youth in one way or another makes it clear that the 
parent, or teacher, or adviser appears to have forgotten all that he 
knew, if indeed he ever knew anything in the first place. To the 
adolescent, adult methods are invariably dumb and foolish, hope- 
lessly antiquated and Victorian. Why does this have to be? The 
adolescent is trying to grow up, but as yet he is “not quite” skilled 
enough in the methods needed to direct his own life. He temporarily 
and unconsciously attacks those in authority by belittling their at- | 
tainments. Ordinarily this does not mean lack of love; it is merely 
a temporary expedient as a way of establishing oneself. This mech- 
anism will pass in time if the adolescent is allowed to succeed in 
building up his own self-confidence. 

It is important that the adult in authority be strong enough to 
“ride out” this temporary attack without making a counterattack 
on the adolescent by belittling his meager accomplishments or criti- 
cizing his friends. To maintain a calm exterior under these circum- 
stances is not easy, but is highly important. For the adult to let the | 
last vestige of his own emotional immaturity be goaded by the grop- 
ing experimentation of the adolescent would be to block adolescent 
growth as well as to destroy the self-confidence already attained. In | 
addition, it would further intensify the adolescent’s primary attack. | 

If the adult makes a counterattack (the adult would call it self- 
defense), it is probably because the blossoming adolescent threatens 
the prestige of the person in authority. Some of the rigidity and 
bossiness on the part of parents, college professors, doctors, and | 
teachers is due to the fact that for some unconscious reason there 
is fear on the part of these people that they will be displaced in 
some manner by the youth who seems to be taking such authority 
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unto himself. We want youth to be self-reliant, but it is hard to let 
go of the reins ourselves, 

It actually is a fact that adolescents do have ability and can per- 
form tasks of importance. They want to be regarded as competent 
individuals who are free and who are working for the joy of doing 
the job. The understanding adult will know that the adolescent 
probably will need some help, but such help must be given in a way 
that does not take from the adolescent his feeling that he has done 
the job himself. At any rate, the adolescent needs to be given re- 
sponsibility if he is to develop his inborn assets and if he is going to 
develop a feeling of independence as opposed to the dependence of 
childhood. 

If the adolescent is to learn to make judicious decisions, he must 
occasionally be allowed to fail or make a mistake without punish- 
ment and without condemnation. Adolescents who have never failed 
an examination are usually the ones who are the most handicapped 
with paralyzing fear during final examinations. The point to stress 
here is that the isolated failure to produce, conform, or belong is not 
in itself a matter of importance. We learn from our failures, not from 
our successes, Adults in authority must permit some failure without 
condemnation in order to develop in our youth their ability to learn 
and their desire to improve. 

The adolescent has a necd to be proud of his family, both as a 
family unit and as individuals. Young people are rarely fooled by 
adult rationalizations used to cover up selfish behavior. The boy who 
finds it impossible to want to be quite a bit like his father (perhaps 
the father is overly strict, unloving, alcoholic, or too much away 
from home) is in for stormy conflicts in the future. Likewise, the 
girl who does not find in her mother most of those qualities she wants 
to emulate is likely to suffer from conflicting loyalties later in life. 
Real teaching is done by example, rather than by lectures. This 
should be largely the case even in the classroom or the office as well 
as at home. Williams has stated that “true discipline comes only 
from leadership.”* This kind of discipline takes great effort and skill 
on the part of those in authority. 

There is this need then for the adolescent to be able to love, ad- 
mire, and respect those closely associated with him. This is empha- 
sized because we too often forget that the need to express love is 
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just as important as the need to be loved by others. The expression 
of love is a dynamic factor in personality growth. The adolescent 
with no one close to love can become a badly crippled individual. 

There is, of course, the need to be loved and understood by those 
in authority. Such an experience builds up a feeling of security with- 
in the growing child and adolescent. This is so well known that it 
need not be discussed further at this time. It is well to recognize, 
however, that children and youth interpret as love other things than 
the expression of affection. Such things as time spent with children 
or youth, kindness, sharing, consideration, honesty, and co-operation 
—all these mean love to the adolescent. 

Along this same line is the need of the adolescent to be under- 
stood in his relationships with his friends of both sexes. Temporary 
crushes on members of the same sex are normal and common at this 
age and must be understood and guided along healthy lines. The so- 
called “puppy” love affairs between boys and girls are no such 
thing. These affairs of adolescents are just as deep, perhaps even 
deeper, than love relationships in later life. They may, however, be 
more temporary. One of the most painful experiences an adolescent 
can have is to feel that his deep and almost crucial affection for his 
friend is the object of humorous ridicule. It has been the experience 
of myself and others that these adolescent friendships are stronger 
motivating forces than almost any other single factor. How such 
matters are regarded and handled by persons in authority will have 
a lasting influence in the total life adjustment. Whereas all human 
beings are extremely sensitive, it is my belief that the sensitivity of 
adolescents is so extreme as to come near to that of exposed nerve 
endings. For this reason a simple nod one way or the other from 
the parent or teacher can be deeply significant. 

The need to “belong” is strong. Group or gang activities, school 
groups, sports, social groups—all these and others could be men- 
tioned. Lifelong friendships are frequently cemented at this age. The 
need to gain approval of the peer group is particularly intense dur- 
ing adolescence; indeed it is almost crucial, and may val to be- 
havior hard for the adult to understand. 

Emancipation from home comes gradually and is a desired and 


3 Frankwood Williams, Adolescence, Studies in Mental Hygiene (New 
York: Farrar & Rinehart, 1930). 
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necessary step. The adolescent must achieve certain independence 
of action and much self-reliance if he is to achieve the ending of this 
“not quite” age. Group activities help to bridge this gap. For this 
reason he should be encouraged and educated to participate in 
community, school, and church affairs, and if he is reluctant he 
should be given expert training in skills that will enable him to par- 
ticipate in such groups without being embarrassed. 

It should be remembered that the adult who has the most in- 
fluence with the adolescent usually (if not always) is not a member 
of the immediate family circle. The advice of the idolized friend, 
beloved teacher, doctor, or pastor is the advice that is usually re- 
garded as the best by the adolescent. It is this fact that makes the 
role of these “outside” people so important with this age group. 

The behavior of the adolescent is caused just as all other behavior 
is caused. Some of the causes we know, and already some have been 
mentioned, Whether or not this behavior is regarded as problem 
behavior depends on the point of view. E. K. Wickman in his classic 
work, Children’s Behavior and Teachers’ Attitudes, says, “The ex- 
planation of a behavior problem involves an analysis both of the 
individual who manifests the behavior and of the social order that 
declares the behavior unacceptable, undesirable, or unwholesome.””* 
He further states, “Behavior problems may be explained in terms 
of discrepancies between the individual’s capacities to behave and 
the requirements for behavior that are imposed upon him by social 
forces.” What is problem behavior in one home or school may be 
regarded as quite normal in another. 

We have much yet to learn in this area. We do know that we must 
modify intellectual demands for the adolescent of subnormal and 
average intelligence. If this is not done, we will reap the signs of 
emotional strain such as irritability, depression, fatigue, preoccupa- 
tion, and delinquency. We are gradually recognizing that the in- 
dividual with superior intellectual equipment may have a definite 
set of handicaps which, if not recognized and administered to, will 
lead to serious emotional symptoms such as isolation, fantasy, sus- 
piciousness, and depression. The intellectually gifted adolescent tends 
to turn to older people for companionship. Warm friendly relationships 


4E. K. Wickman, Children’s Behavior and Teachers’ Attitudes (New York: 
The Commonwealth Fund, 1928). 
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with those his own age seem more difficult to accomplish, and as a con- 
sequence he is apt to feel emotionally isolated. This can be avoided 
if parents and teachers are alert to this problem and help him learn 
the skills he needs in order to communicate effectively with others 
his own age. 

Embarrassment over physical handicaps may lead to isolation and 
overcriticalness as well as depression and lonesomeness. In many 
adolescents, being too short, too tall, too fat, too thin, being poorly 
co-ordinated for sports, having visual and auditory impairments or 
such skin conditions as acne—all these things and others should 
serve almost as emergency signals to parents, teachers, physicians, 
and counselors that the adolescent needs their help in thinking about 
himself. The mere fact that someone understands that the situation 
is painful for him, frightfully painful, goes a long way in making 
him feel more comfortable. It is surprising what large and far-reach- 
ing results a small amount of understanding by counseling or psycho- 
therapy will have during the adolescent age. 

Do we have many frankly neurotic or psychotic problems during 
adolescence? The answer is that we have more than we realize. 
There are fairly serious illnesses which sometimes strike in this age 
group; schizophrenia, to cite only one, is not rare. It is important 
to be alert to the symptoms which might indicate the beginning of 
this malignant process, namely, an increasing drift toward aloofness, 


disproportionate fatigue, a tendency to fantasy, daydreaming to 


excess, and a somewhat aimless, critical analysis of what makes the 
world tick. All such disturbances cannot be cured if discovered early, 
but much can be done. Many such disorders could be prevented if 
some of the principles of mental hygiene were put into practice in 
our homes, schools, and communities. 

Adolescent depression is serious and can lead to suicide as quickly 


as at any other time in life. This is true because the adolescent has | 
unusual capacity for deep loyalty and love. In the face of this, if he | 


believes that he has failed himself or “let someone down,” the re- 


sultant feelings of depression may suddenly sweep over him like a | 


flood. If this happens, we are faced with an emergency situation 
that may have developed within minutes or hours after the precipi- 
tating event. At this time, the parent, teacher, or physician must be 
ready to drop everything and in a friendly way give support and 
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friendship to this boy or girl who is likely to be in acute distress. 

What happens in childhood, of course, is of critical importance. 
I have not attempted to discuss any of the special factors in the 
mental hygiene of childhood. What has preceded the adolescent 
years has, of course, tremendous effect on what we face during later 
periods in the life span. 

As noted earlier, the goal is to develop individuals capable of self- 
direction and motivated by desires of high integrity. This involves 
a well-trained intellect, a good physical body, and emotional strength 
and maturity. We know a good deal about training the intellect, and 
we are learning more about those things that contribute to physical 
health and strength. The attainment of emotional maturity comes 
only through constant adjustment. We think of the emotionally 
mature person as one who stands a temporary frustration grace- 
fully; a person who can organize the immediate daily experiences to 
serve the long-term goal; a person who can give out in love and 
effort more than is taken in; a person who can be either dependent 
or aggressive when necessary; a person who works most of the time 
for the joy of working and plays when he plays for the joy of playing. 

The goal of emotional maturity is not easily reached. Therefore, 
the adolescent needs understanding in order to make progress toward 
this goal. The adult must use patience instead of punishment, must 
be able to accept hostility along with loyalty, must free the growing 
personality as much as possible while giving leadership and guidance, 
with the “everlasting arms” of final support always in the back- 
ground, 

Perhaps the tasks outlined here are too difficult. Occasional adult 
failure is inevitable. But if our hearts are in the right place, and if 
we can succeed in acting the way we want to act most of the time, 
I believe that the adolescent has enough resiliency and enough un- 
derstanding of us adults to take up the slack. Love in itself is both 
dynamic and therapeutic. When stuck for an answer, remember that 
giving love solves many, many problems all by itself. 
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The Cold Clinic: 


AN EXAMPLE OF THE CHANGING ROLE 
OF THE DOCTOR AND THE NURSE 
IN A STUDENT MEDICAL CLINIC 


FRANCES M. MCCORMICK, A.B., B.N., R.N., CORNELL UNIVERSITY 


THE Cold Clinic is now an institution at Cornell. Established in 
1943, designed to treat the common cold and upper respiratory in- 
fections exclusively, it has fulfilled a real need in the Student Medical 
Clinic, Students and staff alike have accepted it enthusiastically. 

Before the Cold Clinic was inaugurated, doctors in the Clinic 
worked under pressure, knowing the reception rooms were crowded 
with patients. Frequently students had to wait an unreasonably long 
time to see a physician. Respiratory infections accounted for approxi- 
mately 25 per cent of the patients visiting the general clinic. There 
was always the possibility that students with more serious illnesses, 
who needed immediate medical attention, might be delayed in re- 
ceiving help because so much time was spent by physicians in treat- 
ing patients whose chief complaint was the common cold. Likewise, 
the prospect that students with respiratory infections might expose 
others in the reception rooms who had different medical problems 
concerned both students and staff. . 

The Cold Clinic, we believe, has proved to be an adequate solu- 
tion for these problems. Prerequisite to its establishment, however, 
was the staff’s acceptance of the idea that in some areas of medicine 
effective treatment can be rendered just as capably by nurses as by 
physicians. This concept required insight and recognition of the 
ethical relationship between various professional groups. With the 
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ever-increasing complexity of modern medicine has evolved a new 
system of medical practice. 

The physician now practices medicine with a team. The profes- 
sional nurse’s education provides her with knowledge, skills, and 
judgment which equip her to be a member of the healing-arts team. 
The team is a diagnostic and therapeutic unit with a physician as 
captain. Members of allied professions work with him—nurses, nu- 
tritionists, psychologists, and biochemists, to mention a few. In pri- 
vate practice, the physician’s legacy of service through the centuries 
has created in the public a traditional desire for his services only. 
This feeling frequently makes it impossible for the doctor to delegate 
responsibilities, although a member of the team could do the job as 
well or better than he. It has, however, been found that acceptance 
of the group can be attained without loss of rapport with the indi- 
vidual doctor. The Cornell medical staff believed that the delegation 
of the treatment of the common cold to a team member (a nurse) 
would meet relatively little resistance from patients. This proved to 
be true, so after a successful experimental period, the Cold Clinic 
became a permanent division of the Student Medical Clinic. 

A professional nurse was placed in charge of this separate unit. 
Traditionally, all treatments administered by a nurse in tite Medical 
Clinic had been given either on prescription by or under the direction 
of a physician. Now the nurse found herself responsible for screen- 
ing all patients with respiratory infections, administering treatment, 
giving instructions, and dispensing medications to those with uncom- 
plicated colds. She referred patients with more serious symptoms 
(elevated temperature, subjective symptoms, and/or objective signs 
of toxicity) to a physician before treatment was administered. Rou- 
tine procedures to relieve specific symptoms, standardization of drugs 
used in treatments (which were dispensed with instructions accord- 
ing to the patient’s needs), plus definite criteria for medical referrals 
were safeguards for both patient and nurse in this new routine. The 
responsibilities assumed were well within the capability of any com- 
petent professional nurse. Thus, a routine became established by 
which a large number of patients were treated adequately, yet iso- 
lated from the general Medical Clinic. 

The original facilities included a waiting room and four cubicles 
completely equipped for examination and treatment. Another cubicle 
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was available for steam inhalations, and a small service room im- 
mediately adjacent completed the physical arrangements. Later, 
such features of particular interest as ultraviolet lights to reduce at- 
mospheric contamination in the waiting room and a compressed air 
source in each cubicle, were added. Standardization of drugs used in 
treatment came next. 

Students who report to the Medical Clinic with respiratory in- 
fections are referred to the Cold Clinic by the receptionist. Their 
medical records quickly follow them via a pneumatic carrier system. 
Temperatures and a brief history of symptoms are taken and re- 
corded by the nurse. The temperatures of several patients can be de- 
termined simultaneously. While the thermometer is registering, the 
nurse reviews the patient’s medical record. Those found to have 
temperature elevations, significant histories (rheumatic fever, tuber- 
culosis, asthma, for example), or those having possible serious symp- 
toms (cough with pain in chest, etc.) are referred immediately to a 
physician. Patients without such histories or symptoms are assigned 
to a cubicle and treated symptomatically. They are given a supply 
of appropriate medication for one day. Medications are packaged 
and stamped with a label giving instructions for use. Ordinarily the 
Cold Clinic nurse has time to sterilize treatment equipment and 
package supplies. When the patient load is unusually heavy, however, 
the assistance of a doctor or nurse from the general clinic is required 
to prevent patient congestion. Table 1 gives an indication of the 
number of patients treated in the Cold Clinic and the amount of 
physicians’ time freed for service to general medical patients. 


Table 1. Number of visits to Cold Clinic by months. 
1949-1950 1950-1951 


September 1,028 1,438 
October 993 874 
November 938 742 
December 1,209 647 
January 908 747 
February 1,066 1,204 
March 1,275 978 
April 877 612 
May 818 779 


From the students’ point of view, the Cold Clinic has many ad- 
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vantages. They know they will receive care promptly. Not only does 
this save students’ time, but it encourages them to report to the 
Clinic when symptoms of a cold appear. While there is not yet avail- 
able a specific treatment for the common cold, sufferers feel better 
if their symptoms are relieved. The psychological effect is that of re- 
assurance for both patients and their friends, In addition to obtain- 
ing early treatment for those with more serious respiratory infections, 
the screening of patients and the early referral of many of them for 
medical opinion results in a lower incidence of exposure of students 
by those who have communicable disease. Through early detection, 
isolation measures can be taken to keep the patient with communi- 
cable disease out of circulation. 

That rapport between the student body and the Cold Clinic is of 
the highest order is evident front the fact that when recently there 
was discussion of moving the Student Medical Clinic off campus, 
the one reservation the Student Council made before giving student 
approval was retention of the Cold Clinic on the campus. 

The Cold Clinic provides an excellent opportunity for research. 
A project on the effectiveness of the antihistamine drugs in the treat- 
ment of the common cold was quickly brought to completion in 
1949 when the need for evaluation of the antihistamine type of 
therapy was great.’ Because there is a concentration of patients with 
upper respiratory infections who are under close supervision at the 
Cold Clinic, opportunity is given to observe a changing bacterial 
flora of the nose and throat among students. Thus, means can be 
taken to combat severe pathogenic implants before widespread dis- 
semination occurs. 

Since adoption of the Cold Clinic, the incidence of scarlet fever 
outbreaks has been nil; rheumatic fever recurrences have been rare. 
The incidence of the latter two infections is probably more related to 
antibiotic therapy than to the Cold Clinic. However, with readily 
available means for sampling throats for bacteriological flora, im- 
portant public health data is easily obtainable. 


1Charles R. Shaw and Henry B. Wightman, A Study on the Treatment of 
the Common Cold with an Antihistaminic Drug, New York State J. Med., 
50, 1109-1111 (1950); Charles R. Shaw and Henry B. Wightman, Further 
Studies on the Treatment of the Common Cold with Antihistaminic Drugs, 
New York State J. Med., 51, 387-388 (1951). 
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STUDENT MEDICINE 
SUMMARY 


The Cold Clinic of the Cornell Student Medical Clinic in nine 
years of operation has demonstrated: (1) that a large number of 
patients suffering from the common cold can be treated effectively 
by a professional nurse; (2) that the doctor can delegate and the 
patient will accept treatment from another member of the medical 
team when conditions are made favorable for such acceptance; and 
(3) that the concentration of patients with upper respiratory infec- 
tions offers excellent opportunity for research. 


NOTE 


Acknowledgement is made to Mrs. Beatrice Griffin, who has suc- 
cessfully carried on the work of this clinic for the past six years, and 
who supplied the statistical data for this paper. 
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Letter 


Dear Dr. Alexander: 

Thank you for the privilege of reading in advance of publication the 
copy which will appear in the first issue of Student Medicine. Perhaps 
by replying to your courtesy promptly my letter may become one of the 
first addressed “To the Editor.” I predict you will have many letters 
after publication and consequently look forward to reading much in- 
teresting comment regarding articles and ideas appearing in the new 
journal. 

Your editorial takes me back to the time of organization of the 
clinical services here. My memory clearly details how helpful it would 
have been if I had had a file to peruse similar to what this journal 
promises to contain. Each community and campus have an individual 
set of circumstances resulting in different health service needs. Through 
a sound program of inter-college health service communication, those 
with similar community-campus arrangements can be identified and 
make themselves available for comparative studies. It has long been 
said by those in student health work that no two community-university 
relationships have exactly the same problems, Perhaps we will begin 
to learn why. 

Dr. Boynton’s vast experience with the clinical, preventive, and edu- 
cational phases of student health makes her story of the past and her 
description of present concepts valuable to all of us. The delineation of 
the qualifications which she recommends for student health personnel 
is most encouraging to one like myself who has long advocated that the 
training of student medical physicians should include more than clinical 
medicine. This, of course, introduces the need for comprehension of 
Dr. Darling’s excellent portrayal of adolescent emotional development. 
For some time, as you know, I have thought experienced student health 
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physicians could be of greater use in the community-college relation. | 
ship. The problem of the age group between adolescence and adulthood | 
in the community should have the same expert attention that these 
problems receive on campus. 

Dr. Boynton raises the age-old question regarding the doctor-patient 7 
relationship and the ethical handling of confidential records. I am in. 
clined to lean toward her point of view, but at the same time I believe } 
that student consent sh» 'd be obtained before attempting any broader 
interpretation of the confidential nature of records. 

The recent meeting of -the American College Health Association 
which you mention in the editorial was a most informative meeting, 
Seldom have I taken such an interest in the “theme song” of a gather. 
ing. I saw hitherto skeptical physicians soften before the well-presented 
arguments for understanding the student as a whole and for treating 
him in a like manner. 

You chose, in my opinion, for the paper presenting new ideas, a good 
example of Cornell “probing.” For sometime I have been convinced 
that there are some procedures laymen can do better than doctors. For 
many years we conducted pre-entrance physical examinations on the 
line basis. At first we asked physicians to man the visual testing station. 
Vision reports were good for an hour or so, after which they became 
somewhat erratic; after a few more hours many reports were unaccept- 
able. We suspected that the doctors testing vision were bored and 
subtly suggested that they shift to tasks which involved their skill and 
judgment. The quality of their work immediately returned to normal. 
The premedical students who replaced the physicians at the visual test 
stations, challenged by the opportunity to take responsibility a little 
above their previous level of experience, turned in good vision reports, 
hour after hour, day after day. 

I shall be surprised if similar letters to you in other areas of clinic 
work do not come in—especially from those who treat colds in the 
general medical clinic. My hearty congratulations on the launching of 
Student Medicine and best wishes for its continued success. 


Sincerely yours, 
Norman S. Moore, M.D. 
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